Background: Some physicians are willing to misrepresent clinical information to insurance companies to circumvent appeals processes. Whether characteristics of appeals processes affect the likelihood of misrepresentation is unknown. This study sought to determine the relationship between the likelihood of a successful appeal, appeals process length, and severity of the health condition and physicians' willingness to sanction deception.
Results: Most respondents would appeal (77%) rather than accept (12%) or misrepresent (11%) regarding a restriction on medically necessary care. Physicians' decisions were related to the likelihood of a successful appeal ( 2 = 7.56; P = .02), the appeals process length ( 2 =8.53; P =.01), and the severity of the medical condition ( 2 =71.10; PϽ.001). A small but significantly larger number of physicians chose to misrepresent the facts to an insurer as the appeals process became more cumbersome. Among physicians asked about severe angina, their decisions were particularly affected by the hassle associated with appealing, being more likely to choose to misrepresent the facts to the insurer than to appeal as the hassle increased.
Conclusions:
Physicians are more willing to sanction deception when the appeals process is longer, the likelihood of a successful appeal is lower, and the health condition is more severe. Changes in the difficulty of appeals processes may ease the tensions physicians face regarding patient advocacy and honesty. Med. 2002; 162:1134 -1139 I N AN EFFORT TO CONTROL health care costs, many third-party payers have developed mechanisms to limit physicians' abilities to order expensive tests, treatments, or referrals for their patients. In many cases, these restrictions are used to guide physicians away from unnecessary medical services, such as expensive interventions that bring no more benefit than less expensive ones. In other cases, restrictions encourage physicians to make cost-quality tradeoffs, such that expensive services that bring marginal benefits are foregone in favor of less expensive services.
Arch Intern
Third-party payer restrictions can impede physicians' abilities to provide what they deem to be medically necessary health care for their patients. In recognition that reimbursement rules are imperfect, thirdparty payers have developed appeals mechanisms, whereby physicians can attempt to obtain important services that have been denied to their patients. For appeals processes to effectively reduce health care costs, they must be burdensome enough to keep physicians from pursuing wasteful health care services but not so burdensome that they cause physicians to let patients go without important services.
Previous research [1] [2] [3] reveals that physicians are willing to "game the system" and use deception on behalf of their patients to obtain specific health care benefits. As many as 39% of physicians report having manipulated reimbursement rules on behalf of their patients within the past year (by exaggerating condition severity, changing billing diagnosis, or reporting factitious signs or symptoms). 2 Such willingness to deceive third-party payers may be related to the arduousness of appeals processes. If appeals processes become too difficult, they may inadvertently encourage physicians to misrepresent the facts. Little research has examined whether characteristics of the appeals process increase the likelihood that physicians will resort to deception. In this study, we examined several factors that affect the likelihood that physicians will sanction deception: (1) the likelihood that an appeal will be successful, (2) the time burden of the appeals process, and (3) the severity of the medical condition.
ORIGINAL INVESTIGATION

RESULTS
Of the 1617 surveys mailed, 50 were undeliverable because of incorrect addresses. We received returned questionnaires from 890 physicians, for an overall response rate of 57%. Fifteen physicians who completed questionnaires were excluded because they indicated that they were not general internists, family practitioners, general practitioners, or internal medicine subspecialists. Sixteen surveys were excluded for having incomplete information, leaving a total of 859 responses. Physicians were predominantly men (77%) and white (75%) ( Table 1) . Most respondents were family practitioners (48%) or general internists (43%). Most respondents worked in solo or small group practices (58%) or in large multispecialty practices (14%), and 5% worked in managed care organizations. On average, respondents spent 82% of their time in direct patient care. There were no differences in response rates ( 2 =7.18; P=.41) or in respondent demographics (gender, P=.58; race, P=.39; and medical specialty, P=.42) across questionnaire versions. Responders did not differ from nonresponders in age (P=.31), sex (P=.06), or medical specialty (P=.06).
RELATIONSHIP BETWEEN PHYSICIANS' DECISIONS AND CHARACTERISTICS OF THE APPEALS PROCESS
Overall, most respondents chose to appeal (77%) rather than to accept (12%) a restriction on medically necessary health care or to misrepresent by reporting that a patient is having factitious symptoms (11%). Physicians' decisions were related to the likelihood of having a successful appeal ( 2 =7.56; P=.02), the length of the appeals process ( 2 =8.53; P=.01), and the severity of the medical condition ( 2 =71.10; PϽ.001) ( Table 2) . As the hassle of the appeals process increased, more physicians were willing to misrepresent the truth to insurance companies and fewer were willing to appeal the insurance company decision. For instance, physicians' reported that willingness to misrepresent was affected by
PARTICIPANTS AND METHODS
PARTICIPANTS
In the summer of 2000, we conducted an anonymous mail survey of 1617 physicians (general internists, family practitioners, general practitioners, and internal medicine subspecialists) in the United States. Participants were selected randomly from the American Medical Association master file, which is the most comprehensive available mailing list of physicians, as it includes American Medical Association members and nonmembers. Each physician received a $5 bill in the first mailing to encourage participation. 4 Approximately 2 months after the first mailing, nonresponders were sent a second mailing without financial incentive.
SURVEY INSTRUMENT
Each physician was given 1 of 2 scenarios describing a hypothetical patient who was denied a medical service by his or her insurance company (see boxed text on page 1136). Each scenario was pretested for clarity and clinical accuracy. One scenario involved a relatively severe medical condition-angina caused by triple-vessel coronary artery disease. This scenario was modified from a previously published study. 1 The second scenario was written to reflect a less severe clinical condition-moderate low back pain.
After each scenario was presented, respondents were asked whether, based on the limited clinical information available in the scenarios, the physician in the scenario should (1) accept the insurance company's decision, (2) appeal the insurance company's decision, or (3) misrepresent the facts to the insurance company and report that the patient is having worsening symptoms.
Across questionnaire versions, we varied our description of the appeals process. We differed the amount of time required for the appeal (10 minutes vs 60 minutes) and the likelihood of a successful appeal (50% success vs 95% success). This yielded a 2 (severe angina vs back pain)ϫ2 (10 minutes vs 60 minutes)ϫ2 (50% vs 95% success) design. Physicians were randomized to receive 1 of the 8 questionnaires.
STATISTICAL ANALYSES
2 Tests were used to examine the relationship between physician choice and categorical participant (eg, race and sex) and scenario (severity of the health condition, length of the appeals process, and the likelihood of a successful appeal) characteristics, and analysis of variance was used to compare physician decisions across continuous variables (eg, age). Multinomial logistic regression models were constructed to study the independent effects of the severity of the health condition ("severity"), the likelihood of a successful appeal ("success"), and the length of time required for an appeal ("time") on physicians' hypothetical treatment decisions (eg, misrepresent patient's health condition and accept or appeal insurance company's decision). The 3 factors (severity, success, and time) were entered into the model simultaneously. We hypothesized that physicians' willingness to appeal the insurance company's decision would differ as a function of severity, success, and time. Therefore, comparisons were made against a decision to appeal. Analyses were first conducted by collapsing across scenarios (angina and low back pain) and then separately for each health condition. Data were analyzed using statistical software (SPSS version 10.0; SPSS Inc, Chicago, Ill).
the likelihood of having a successful appeal. When the likelihood of success was 50%, 13% of physicians reported they would misrepresent. When the likelihood of success increased to 95%, 9% of physicians reported that they would misrepresent. In addition, the likelihood of appeal was greater in the setting of a higher likelihood of a successful appeal (81% vs 73%). The time required to appeal also influenced physicians' decisions, with only 9% willing to misrepresent when the process took 10 minutes vs 14% when a 60-minute appeals process was required. More physicians were willing to appeal with a shorter appeals process (81% vs 73%). Finally, 16% of physicians chose to misrepresent the facts when the patient had severe angina, whereas only 7% chose to misrepresent when the patient had moderate low back pain. Similarly, 20% of physicians accepted a restriction in the moderate low back pain scenario vs only 3% in the severe angina scenario.
The effect of the "hassle factor" on physicians' decisions was also explored by adjusting for the 3 characteristics using multinomial logistic regressions ( Table 3) . The relationship between physicians' willingness to misrepresent patients' symptoms and the hassle factor remained true, although our study was not powered to detect these differences when adjusting for all 3 vari- A 55-year-old woman who just moved to a new city comes to her new doctor. She asks to be referred to a surgeon for heart bypass surgery. She is homebound because of chest pains. Before moving, she had an angiogram and it showed that she had triple-vessel disease. She is on maximal medical therapy, but continues to have severe chest pain when she walks up a flight of stairs or tries to carry groceries in from the car. Based on the medical literature and the degree of stenosis in her coronary arteries, her new doctor believes that bypass surgery is needed. However, the patient's insurance company will not pay for bypass surgery for this preexisting condition because her chest pain has been stable for several months.
The insurance company will pay for bypass surgery in this woman only if her chest pain gets worse.
Moderate Low Back Pain
A 55-year-old man who has just moved to a new city comes to his new doctor. He asks whether he can receive an MRI to evaluate his low back pain. He says that four months ago he injured his back while doing some heavy lifting. Since then, he has continued to have low back pain that limits him from doing many of his normal daily activities. He has undergone conservative therapy for 4 months, but has had no significant relief from his pain. Based on the medical literature, the doctor believes that after four months of continuous low back pain, the patient needs to be evaluated for surgery by receiving an MRI. However, the patient's new insurance company will not pay for an MRI until he has had 6 months of conservative medical therapy, unless the patient develops leg weakness. ables. As the appeals process became more difficult, physicians were less likely to appeal the restriction, choosing instead to misrepresent the facts to the insurance company. When the likelihood of success dropped from 95% to 50%, physicians seemed more likely to misrepresent the facts to the insurance company than to appeal the decision (odds ratio [OR], 1.53; 95% confidence interval [CI], 0.99-2.36). When the amount of time required for appealing increased from 10 minutes to 1 hour, physicians were more likely to misrepresent than to appeal (OR, 1.64; 95% CI, 1.06-2.54). As the severity of the health condition increased, the odds of misrepresenting rather than appealing to third-party payers more than doubled (OR, 2.13; 95% CI, 1.34-3.36). At the same time, the odds of accepting the decision declined dramatically (OR, 0.13; 95% CI, 0.07-0.24).
ANALYSIS STRATIFIED ACCORDING TO CONDITION SEVERITY
The Figure shows the proportion of physicians willing to misrepresent patients' symptoms to the insurance company or to accept the insurance company's decision to deny coverage, stratified by condition severity. A small but significant proportion of physicians chose to misrepresent symptoms, and physicians were more likely to misrepresent, regardless of condition severity, as the appeals process becomes less likely to succeed or takes more time. Physicians were more sensitive to the hassle associated with the appeals process in the more severe angina scenario than in the less severe low back pain scenario. Table 4 gives the likelihood of physicians choosing to misrepresent or accept (vs appeal) the insurance company's decision, stratified by condition severity. Because these analyses divide our sample in half, we have less power to make definite conclusions. Nevertheless, among those receiving the severe angina scenario, the amount of time to appeal had a significant effect on physicians' willingness to misrepresent the facts to the insurance company, with almost a doubling of such willingness when the appeal took 60 minutes (OR, 1.74; 95% CI, 1.02-2.97). No other associations were statistically significant. However, the table suggests a general trend: physicians' responses to the more severe angina scenario seemed to be more sensitive to the arduousness of the appeals process than were responses to the more moderate low back pain scenario, with ORs ranging from 1.45 to 3.13 for the former and 1.42 to 1.73 for the latter. COMMENT Physicians were more likely to misrepresent a patient's medical condition when the appeals process was longer or less likely to succeed. As in previous studies, 1 physicians' willingness to misrepresent a patient's medical condition was also affected by the severity of the condition. In our study, the effect of the hassle factor was greater for the high-stakes angina scenario than for the relatively low-stakes back pain scenario. These results show that when the appeals process becomes unduly burdensome, physicians can either throw up their hands and accept third-party payer restrictions or they can resort to deception. When the stakes are relatively high, it seems that deception becomes the preferable option.
There are many reasons physicians may chose to deceive third-party payers. As physicians seek a balance between patient advocacy and honesty, some may feel a greater sense of loyalty to their patients than to insurance companies. As such, some physicians may believe that it is more ethical to exaggerate on behalf of a patient than to have that patient go without a test or procedure that is perceived as necessary. Other physicians may be influenced to deceive insurance companies based on patients' expectations that a certain test or procedure is needed or because patients ask them to deceive the insurance company.
The results of our study, along with those of other recent studies, suggest that the likelihood of misrepresentation is significantly related to time pressures. One recent survey of physicians found that during the preceding 2 years, almost 9 of 10 physicians had experienced health plan denials of coverage for health services. 5 Between one third and two thirds of physicians who have experienced such denials say that the insurance company decision resulted in a decline in the health of their patients. In addition, most physicians indicated that the increase in managed care penetration in the health care market increased the amount of time spent on paperwork, which adversely affected the amount of time spent directly with patients. Increasing time pressures have been linked to manipulation of reimbursement systems. 6 In one survey, 2 physicians who believed that they were under greater time pressure were more likely to have manipulated the reimbursement rules. Our findings support this association.
Is there ever a time when manipulation of the reimbursement rules is justified? Recent surveys [6] [7] [8] of physicians have indicated that in the era of cost-containment in health care, physicians' ethics may be compromised. More than a decade ago, 70% of surveyed physicians said that they would hypothetically lie to an insurance company to secure coverage for a mammogram. Most of these physicians cited 2 reasons for lying: the insurance company was unreasonable or physicians have a stronger obligation to patients than to insurance companies. 7 More than 80% of physicians in another survey 6 believed that changes in the health care system during the past 10 years have diminished physicians' commitment to an ethic of undivided loyalty to patients.
Despite this sentiment, the American Medical Association, the American College of Physicians, and other organizations have consistently opposed manipulation of reimbursement rules, 9, 10 and most physicians surveyed find the practice unethical. 2 Nevertheless, in the era of cost-containment, physicians continue to misrepresent the facts to secure reimbursement from insurers. Physicians do not have limitless time to advocate for their patients' interests. When their backs are against the wall, the easiest solution for some physicians may be to manipulate reimbursement rules.
Our study has several limitations. The primary limitation is that we asked how physicians would behave under certain conditions rather than how they actually behave. In the context of our survey, this limitation has several implications. The survey presented physicians with clinical scenarios that contained a limited amount of information and gave physicians few options for treatment and for responding to insurance company denials. However, pilot testing had shown that physicians were comfortable with these scenarios and were able to choose from the alternatives presented to them. In addition, the severe angina scenario had been used in a previous study. 1 Another limitation of our survey is that physicians may report that their behavior is more in keeping with insurance company requirements in hypothetical scenarios than it actually is when presented with sick patients in a busy office practice. However, our results are consistent with those of previous studies 1, 2 demonstrating that a substantial minority of physicians admit they have deceived insurance companies in the past.
There are several advantages to using hypothetical scenarios. It would be difficult to obtain information on physicians' willingness to misrepresent from direct observations because such observations could change physician behavior. In addition, by administering a survey we can vary specific factors, such as the difficulty of the appeals process, and compare how physicians respond to different degrees of difficulty, a comparison that would be difficult to make in the real world.
Our results could also be affected by a response bias. However, our response rates were similar to those of other recent surveys of physicians, 1,2,11 and we found no significant differences in response rates across the 8 survey versions or in the demographic characteristics between responders and nonresponders. Therefore, it is unlikely that the main conclusions of this study are substantially affected by a response bias.
Further research is needed to explore the variety of reasons that physicians may misrepresent cases to insurance companies. Physician behavior may be affected by financial incentives 12 and by patient expectations. 13 However, it seems clear that time and the burden of the appeals process play an important role in physicians' decisions to manipulate the reimbursement system. As physicians struggle to balance their roles as patient advocate and gatekeeper, some ultimately sacrifice honesty in favor of advocacy. 
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